Obstetric flying squads operate from most maternity units in the United Kingdom. The 20 years from 1965 to 1984 saw 860 calls being made to the obstetric flying squad in the Liverpool urban area, with striking changes occurring in both the number of calls made and the reasons for making the calls.
Introduction
The first operational obstetric flying squad was formed in Bellshill in Lanarkshire in 1933 to deal with "the home management of haemorrhage, shock and eclampsia"' after Professor E Farquhar Murray originally suggested the idea in 1929.2 Since then several reviews have been published, notably by Stabler,34 Dewhurst,' Lloyd,6 Adamson et al,' Frazer and Tatford,' and Liang,9 covering the obstetric flying squads in Newcastle upon Tyne, Manchester, Birmingham, Edinburgh, London, and Bellshill, respectively.
The largest of these studies in terms of the number of calls was that by Liang, up to that time in terms of the apparent need for such a service in both urban and rural communities and in the diseases found and the treatments used.
The findings ofa review of220 patients attended in an exclusively urban environment, published in 1961 by Frazer and Tatford, were similar to Liang's with regard to reasons for calls, treatments given, and requirements for resuscitation. The only significant difference between the two groups was the complete absence of the practice of giving general anaesthesia at home among Frazer and Tatford's patients, but both papers, and indeed every other both before and after, have emphasised the extremely difficult and hazardous nature of giving anaesthesia during home deliveries, and the writers expressed the opinion that only senior staff should, whenever possible, give the anaesthetic.
A 1984 . Calls originated from the general practitioner, midwife, or ambulance crews. The squad team consists of one or more obstetricians and one or more anaesthetists of registrar grade or above, a senior midwife, and the ambulance staff. Before leaving the hospital they always attempt to ensure that their absence is covered adequately. The equipment carried would, in theory at least, allow any surgical manoeuvre to be performed under local or general anaesthetic, and provision is made for resuscitation and ventilation of both the mother and the neonate, should it be necessary. (table II) .
Results
Antepartum haemorrhage and abortion-Though the total number of calls has altered very little over the years, the proportion of calls made because of antepartum haemorrhage has increased sharply, virtually exchanging places with the calls made because of third stage complications over the 20 years.
The Belishill survey showed that antepartum haemorrhage accounted for 6% ofcalls; our figure was 25% (table II) . Abortion accounted for 17% ofcalls in the Bellshill series and 11% in our survey. Clearly calls are now being made predominantly in an effort to anticipate problems developing rather than to deal with any problems that have already arisen.
General anaesthesia-The early years of our survey showed a 20-30% incidence of general anaesthesia in home deliveries, paralleling the figures from Bellshill. With the decline in complications ofthe third stage oflabour, however, especially those caused by a retained placenta, has come a similar decline in number of deliveries in which anaesthetics are administered; indeed, the last anaesthetic was given in 1977 (table II) . This has led with regular midwifery services present, unlike the early years, when many patients who had had general anaesthesia and blood transfusion during a home delivery were left to recover at home under the supervision ofa district midwife. In 1%5 about halfofthe patients were admitted to hospital; over 20 years this has increased until in 1979 all the patients were admitted. Since then this policy of admitting all patients has continued. The Bellshill survey showed only a 36% incidence ofadmission to hospital.
Discussion
The past 20 years have seen appreciable changes in both the number and the nature of the calls received by the urban obstetric flying squad in Liverpool. The early years of this survey produced figures very similar to those ofthe Bellshill review and other reviews ofthe 1940s and 1950s, but profound changes have taken place since then.
The urban obstetric flying squad is no longer a means of active intervention in complicated labours and deliveries or of gross resuscitation of mother and baby but has become more a means of careful assessment and transfer of patients who may develop severe problems to a nearby fully equipped centre, never more than 15 minutes away by ambulance. Patients no longer require routine delivery, transfusion, or general anaesthesia at home, and skill in such manoeuvres may now be lacking among obstetric, anaesthetic, and midwifery staff, as was confirmed by the results of the 1980 survey, by the Royal College ofObstetricians and Gynaecologists, of maternity units providing obstetric flying squads. '3 The results of our review suggest that, though such services may continue to have a role in isolated rural communities, their provision in urban communities may not be justified in their present form. The transfer ofpatients who call the service to hospital for specialist care may seem to be desirable, but when this is balanced against the delay resulting from a second call to the hospital, the organisation ofcover for the team members, the collection ofequipment, and the journey being made in the knowledge that some members of the team are unfamiliar with the use of the equipment carried, that desirability is open to question, especially when a direct journey to hospital in the first place would be rapid, and the hospital could receive adequate warning to prepare to receive the patient. In many cases insurance cover for the staff taking part in the squad call has been found to be inadequate, especially when the risks of personal injury from possible road traffic accidents on the way to or from the scene are considered. In addition, the present numbers of staff in many maternity hospitals may not allow a full team to depart without endangering patients already in the hospital, many ofwhom require constant supervision.
We therefore recommend that all obstetric flying squads should be critically reviewed with regard to each area served to see whether they are still required or whether the problems encountered could be dealt with adequately by the emergency services already in existence. We think that the presence ofan anaesthetist in the squad is now an unnecessary luxury that may have detrimental effects on obstetric inpatients. Muir's department was made famous by his capacity to encourage and develop in others the talent and enthusiasm they already possessed. He was much in demand as an adviser and referee for the filling of vacant posts. He always took this responsibility seriously, and never lightly gave his name to act as referee for a candidate. When pressed by vice chancellors, as he often was, about the merits of candidates for whom he was not a referee hehad one oftwo answers. Either it was "A good man, a very good man, and the right man for your job," or "A good man-yes-a good man; but not good enough for your job."' He was strictly fair, never backing even a favourite pupil ifhe thought that the pupil was not the right man for a particular job. That was why his influence was so great and why his pupils filled so many chairs.
He was also a truly lovable and-genuine character. When, on retirement, he came back from a world tour he was asked by a rather pompous visitor what had impressed him most during his journeyings. "Ah-Hollywood," he answered, "undoubtedly Hollywood." "Come, come, Muir," said his visitor, "surely something more significant than that." "Well," he replied thoughtfully, "there was that delightful Canadian custom ofopening a bottle of whisky for the guests and throwing the cork in the fire."
One respected physician in the west end ofGlasgow who was in practice at the time of Muir's appointment in 1899 told us, as Muir's juniors, how fortunate we were to work with so helpful a man. We pressed him about how helpful Muir was to a general practitioner like himself. "Oh, immensely helpful," he replied.-"He was never in doubt about an opinion. I had a patient from abroad who was having intermittent fever and rigors. I made a blood smear and used one ofthese new Romanowsky's stains on it. I thought I saw malaria parasites and asked Muir if he could confirm my diagnosis. I pointed out the blue things I saw under the microscope." 'Ah these,' said Muir, 'these are leucocytes.' Such a clear diagnosis given without a moment's hesitation. You can have no idea how helpful it was to have so quick and clear an opinion from a consultant."
Pathology has come a long way since then, but Muir was undoubtedly one of those who gave it a good start. "I was well rewarded," he said in 1952; "£ 1200 a year in 1912-that's what I was paid. You can't match that today. I could afford to entertain the shipowners who did so much and so generously to give my department proper backing."-JAMES HOWIE.
